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ABSTRACT 

The paper describes combined public education and 
community mental health in a preschool educational day treatment 
program for seriously emotionally disturbed children. The 
Developmental Therapy model on which the Tacoma, Washington, program 
is based is described as using five normal developmental stages to 
facilitate treatment which stresses the role of the curriculum, 
provides for ongoing evaluation, and defines the staff functions of 
both public school and mental health agencies. Responsibilities of 
the children's mental health specialist (support teacher) , educator, 
psychologist, team coordinator, psychiatrist, communication disorder 
specialist, occupational therapist, and community health nurse are 
listed. The funding base provides for treatment for childran who 
qualify for public assistance and charges other children on a sliding 
fee scale. The combined, yet separately identifiable education and 
mental health goals, make up the individualized educational/treatment 
program. Also considered is the 7 step referral and assessment 
process and services to families (including biweekly home visits and 
parent participation in the classroom). (DB) 
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INTRODUCTION 

i 

The direction of tris paper is to discuss combined public education 
and community mental health an a : reschool educational day treatment seataang. 
'vlso examined will be a tnode^ use„ by the Tacoma Public Schools (Tacomc Wash- 
ington) and the Tacoma-Pierce Cog ay Chili Study and Guidance Clinic. This 
joint effort for services is ties i red to meet the comraaniay cental ftarlth 
committment for se'rvices tc the seriously emotionally involved presc cl child, 
and the school district '"conmittmer.:: to offer educaticaal services tr ; - 3-5 
^ear old child, as outlines in ?uli-c Law 94-142, 197" . 

Addressed in thia parar ara not the child vrr needs special dtaaaation- 
,1 programming and once a v...ak - 3 — selling or social 'ork support. _ --creased 
aere is the child, who becrraaa 7? r he deg~ae of emoti onal rnvolvemer Eaas a 
aeed for Day Treatment inta-rrara_a as an alternative cc r.aspic-Iizr or out 

of home placement. 
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Paralelling the -aaaraata: raal movement for early greening, ssment, 
:.nd programming is a similar :~ veaaant at he communitr neural a aula" v el for 
aarly screening, diagnosis sr.- reatment. It would be^aai e to thar. rrat no 
nental health treatment tairea : in tha special edu: ri~ 1 clsssrv. The 

ame can be said of mental, h iay Treaanraat in vhiraa the edu-" tin- ,1 process, 

j different degrees > is arlde pers \ vho has ecrr.pieae v —ring in both 

:ntal health and educatiaaa " raarrras i. rare and scarht aft-rr* ?\ ..awhile, 
ie v? A~t: c : the Science*" - . .ierza of art") baf coved a: s-.i"" place 

a~at c crap -a imce in one f- ~e~:ainl;r ar. mgoina a. ask ir iasaiLa. ijnpetence 

i both improbable at rai 

1 ere are seue:,' -7 \ 1 T 'a rhrr a- a-a in araatten- fcr :^c:V:rad agency 
s..:vice. " ae cf these arrar a icr rill a addararaad at hia ta < : a the 
- an appropriaaa ■ .. ■ " > arcbiams -a ah iirrrraagencj iivrol^ a, rara, and 

•i. ■■ f-_. i u£ With tha ii.::-- :e in ir.snta- heal* . aaard edu-ationsl -srr;ates to 
- tlae young child, c T * - - rions seeia immirrrt- For :he moat :srt, these 
pV. rn- ne^ds are not pa'I^ Urn r sufficient fur. .^ar base. Thus, saar^rlces to 
it oxxn z children wil -;_a f .atively la drawn rira ether through antaragency 

r. °V -sari or Jar own ccrr arfi rt has thus far / abided positive results with 

- Si^-Uf icarir number of __1. ac rrginning the kir ierrrarten /first gra ~a experience 
aa s regular alassrooms. 

~" • [T TjN Oi A MODEL 

In our times of d-at<aar" accountability, a veil defined program model 
«. r ^s a valuable purpose of d±=s • -fying structure and method* In a combined 
ran " health and public s char I effort, it is nat enough to have a mental health 

rwhr does things to maV : a . ild feel gocrf, cor a, teacher who is going to 
TEza. a few facts. Caring paza.iaa, doing nice taaria does not in itself meet 
oiar .aa andards of accountabilia; .. VTiat is necesaarry as a specific model that out- 
lirar in approach and includes a process for goal seating, goal/growth measurement 
Bnd & .luation. The type of mocel selected may ncC rave as much impact on program 
erfecr iveness as does the poirr of team agreement an ahe type of model selected. 

A consistant approaar rr t is followei by a=ll staff, both educational 
^rd mr nal health should be orriirvad. Thus, a aer .-..oral model may be as success- 
fill s_ a cognitive model or a fe^lopmental mod^t as successful as a psycho-dynamic 
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model. What needs to be avoic-e I -3 z?. &zlMtt±±1.tt. In which each professional 
maint. i.is their own individual -ru . :r,i5- t:le~c app— ach may often re- 

sult :u valuable timr being wasted dc the idenriivj ration of turf and redoin^ 
already done work. 

For Ta corns v combine; eficrr : ; s Devsi '.rental Therapy model was chosen. 
Develr pzental Thera- a validate-' "Srrsaa for tV- Education of the Handicapped 
model., xsets many c^i eria ths.t a: -r= i^sential f ^vr t conbinec effort. The model 
define^ curriculum, >gests »,-. tiv- ries to meet rie curricula, provides inter- 
vention stratagies, liineateis staff r-^les and injures ongoing evaluation, based 
on spscl-fic develops ::al goa-Is and objectives, (wrad, 1975) 

Che model in its nost basic rresentati a is broken 
zxi-o f ire st- >fes -* 5 developr — r.t. The .ages appear • 
as foiled- "Woci., 1975) 

1- Respoadisg t:o the ^nxrrrontient vxth pleasure, 
~. gins': -g to the ^n'-iranment virh success. 

—I- J-Lsarrxf^, skills fcr successful grcv.p participation 
-V. Jnvasj^rirg in trhe g - rn? process. 

v. *r?Lyin& Indiridual/Grc~p skills ir. new situations. 

This c ■ t TOc. \ -jses normal climes in devellc pment to 

The curriculum is ^cjerd tni£ primar- "vol in f---' Anting change and 
growth. It is besed on -r-= bslr.^i teat a child's olopnenr ±z:^ not, occur in 
isolated areas, rather r.h= > z~^=s ;of crrelc —.ant cw-^p - inf ,-ing afta comple- 
menting each oth~r. Th-srsc :-.^ s whl.l- goals arc r~ f— ~ c orziirrrrrr :.±on , behavior, 
socialization and preacademrr r the rj_rrilc' , -lun] doers l ot specif; privities designee 
to meet these goals in isolate- 01 zrh^ c_ vrr aree 
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The materials arid .sirrlriti i ^ used are crrir~cal tc the child's success. 
Children need to be active pnrrrlci ^n'.s in the prrr.^s of change, rather than 
passive receivers cf inf onsatSan;* Trrrougb; the us^ of materials., the children can 
express themselves and reflerr life experiences ar I processes which rhey are un- 
able to verbalize- (Moustakr;. 3 974' • (Ar.liae, 194". 

For the preschool child th ^national ri^ds, (stages I and II in Develop- 
mental Therapy) successf ully r ; rtxc^r-i tirtg in the j-rviroment, both individually and 
as part of the group is the ~:;.r fbcis. The curri culum-, therefore^ needs to reflect 
this. The materials and actz;vir!^ sr . :ri entice tne child to want to participate, 
and provide for successful outc^r s. 1975). The activities are also planned 

to meet as many objectives as pes ~ ~e objectives incorporate the skills that 

the child has accomplished, as vjII tz courage continued development. Mastery of 
skills and abilities can be a slgnif±_rn 4 . ehicle in the therapeutic process. ' 
(Erickson, 1950)., 

With a group of youngsterr mtr sericus emotional needs, intervention 
stratagies are an important componer." zl j. program. This must be reflected in the 
chosen model. The Developmental TheTvry odel delineates such methods, based on a 
child's level of functioning. Tor era-;- 1 and II children, classroom structure and 
rules are of utmost importance. Thi-ao cicLIdren have difficulty organizing themselves 
and need predictable structure to axH in cheir organization. Rules need to be clearly 
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defined, as an additional aid to understanding expectations, and to provide some 
parameters for behavior. In addition to these group techniques, a variety of 
Individual strategies are necessary for the young child. These include: body 
contact and touch, removal from the group, physical and verbal re-direction, 
verbal interactions among adults and reflection and praise. (Wood, 1972). The I 
frequency and use of one or a combination of these stratagies is dependant on the j 
child's developmental level, and an awareness and sensitivity on the adults part, 
.is to which is/are the most effective for a particular child or situation. 

An appropriate model should provide for ongoing evaluation of each 
child's progress, allowing for continual feedback on developmental levels. The 
jevelopmental Therapy model provides sequential sets of objectives in four areas 
2f development: behavior, socialization, communication, and preacademics. These 
objectives provide the framework for modifying curriculum and stratagies to optimally! 
neet the child's changing needs. 

i 

When a program is designed, utilizing dual agencies, it is important to 1 
remember that professionals with a variety of backgrounds and training, will be 
working together. Each staff member needs to draw upon personal expertise and 
knowledge, and utilize individual experience, yet combine efforts in a mutually 
supportive system. The Developmental Therapy model provides a framework for 
defining staff finviticns. The staff utilized in the Tacoma Program include: a 
Children's Mental "Health Specialist, a certified special education teacher, and a I 
team coordinator. The original Developmental Therapy model allows for a lead i 
teacher, a support teacher and a team monitor. (Wood, 1972). The current situation j 
dictated some modif irration of this model, whereas the educator assumes the lead 
teacher role, the Children's Mental Health Specialist becomes the support teacher, 
and the tean coordinator bee ones the monitor. Within this system are certain 
responsibilities shared by the entire treatment team, as well as individual 
responsibilities virhin the team. 

The responsibilities shared by the entire treatment team include: plan a 
curriculum to meet the cognitive, language, social, behavioral,, and preacademic 
needs of the children; provide and coordinate materials appropriate to the curricu- ; 
lum; plan the intervention program for school, home and community; provide ongoing 
regular in-home intervention. In addition *to the above roles, individual responsi- 
bilities are designated as follows: (Wood, 1975). 

Children's Mental Health Specialist (support teacher) ■ 

1. Re-direct the children to the lead teacher into the 
group or toward the materials. 

2. Reflect outcomes of behavior, 

3. Complements the lead teacher. 

4. Keeps the children involved with individual and 
small group tasks. 

5. Deal with crisis. 

6. Direct actions I o meet the child's immediate needs 
while moving the child toward the developmental 
therapy objectives. 
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Educator (lead teacher) 

1. Be a catalyst for individual and group progress, 

2. Be the mediator and elicitor of group feelings. 
.\ * 3. Encourage and mold interactions. 

4. . Creates the classroom atmosphere which allows for 3J-1F 
expression by the children. 

5» Provide a focal p:r±nt for participation. 

6. Monitors the schedule. 

7. Recognizes potential crisis and decides wbe;:ner inr^ 
vention is necessary, and cues support teac;;ar to 
intervene. 

8. Presents materials. 
Team Coordinator (monitor) 

!• Serve as a coordinator for all aspects of the prog-am- 

2. Coordinate family services. 

3- Observe the class and provide feedback. 

4~ Provide crisis backup in the classroom. 

5* Coordinate intake* 

6. Provide leadership fur the LLeitnent team. 

7. Expand the teams knowledge of developmental therap 

8. Supervise trainees. 

In addition to the treatment team, which is directly responsible ? 
daily services to the children, there are other professionals which play ke^ rc 
in the program. Responsibility for these services are shared by the agenda. * nv — > 
ved. These services include: 

Psychologist-. Provide initial psychological evaluation; partici in 
formulation of treatment plan; provide periodic r L— 
uation when indicated. 

Psychiatrist- Provide initial psychiatric evaluation*, participe. 

fonnulation of treatment plan; monitor izse of mpr -— -on 
(when indicated); periodically observe class and y ide 
. " feedback regarding individual and group dynamics: rcr /ide 
case consultation with the treatment team. 

Communication Disorder Specialist- 



Provide initial communication evaluation^ provide per -'die 
re-evaluation; provide individual language and speech 
therapy when indicated; provide veekly group lessons, oase 
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on ccr— . -cation objectives and appropriate language 
devslo :: : observe class and provide feedback and in- 
servV - _~ V ant to development of effective communication. 



:cur Icnal The: 



^mmunxi 



/P r _ r.— upational therary evaluatic: a- : re-evaluation 
v :r, —zzted; provide individual occ -pai^r nal therapy 
v - vr flcated; provide ins^ervice to traaTTiuit team ;a- 

: individual occupational therapy n=*d3 and cil^ssroom 
c .ra . : r^s for meeting those needs. 



" : home nursing ser~ices to faru.ll 5 as ae^sd; 

?sriodic vision and hearing scree^l^g- r ^— ral to 
ne- - \9F radical specialises. 



funding sa::i 



While fru- r i±:.L ducation is the right of all children, ne same does 
not apply at . :his tzzz- t rhildren's nental health needs. Rather, — is usually 
expected tha. a parser c -r^ rdian seeks appropriate mental health services for a 
child, and tL-a ns... .*> , =; - for those services. In a combined e^f ort f or services 
such as the l^con^ v -r^rsr. it is important to have outlined specifically what parents 
fire paying for. lb :•• * s, ~ : ^l e educational services and the relarad support services - 
are seemingly the 7 free rights of children, no such allowance is made for 

more comprefcssrsive si "r 1th services. These services, when combined with, 

educational services, are - :t. likely to meet the needs of the child with severe 
emotional ne^Bs. 



-ssen-r -1 parr: :f a successful combined effort is a predictable funding 
base. A mrl-rr str; .gth of -he combined effort idea is the renting combined fund- 
ing. This a Dev.- away Iron the concept of contracting out ±ir services in which 
a school dz^r ict oi mental health center pay someone else to r^rform services that 
they are nr.: n a position to perform. With the combined effort, the educational 
staff and ^uctlcrial materials are provided by the public schools, while the mental 
health sta:l nd the: necessary therapeutic materials are provided by a separate mental 
health bud: In this instance, the mental health funding base is three fold. For 

those chile, ai- vho qualify for public assistance, funding is based on federal Title 
XIX monies s =sn^ith:^i matched with state mental health Grant-In-Aid revenue. Those 
children nctorrr public assistance, pay for Day Treatment Servic-s as set forth by a 
Clinic sliclr ;ee scale. These monies are the generating base for the mental health 
budget. Par-- lied then, are the public school monies, general 7 by the number of 
qualifying chi^ren. 

INDIVIDUALIZED ZgUCATIONAL/T REAGENT PROGRAM 

With ac .^untability becoming a major element in programming, a system of 
measurement c: prepress becomes inperitive. A major aspect of P.L. 94-142 involves 
the Individualizes Education Program (I.E. P.). This sets forth tr- plan for each 
child including specific educational goals and objectives. 

Further clarification of the combined, yet separately identified education 
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and mental health goals, may be arrived at with some ninor expaasior. c; :he I.E. P. 
In a situation of combined servir--n, the I.E. P. mighr actually be expaii±-d -.o include 
mental health goals and might ap-.- ~r as an Individualized Education/Tr^;:~er_t Program 
(I.E.T.P.). Such an outline all:--'.; for clarification of school respond!. li r.y for 
meeting a child T s educr_~ional ne^~s and specification of mental health t;'L::aient: 
plans. 

This procis; : assists in : Iving at leas: two concerns. Firsts specifies 
for parents and othf observers ^1.. : there are twc separate plans; one :.::ational 
and the other thersr - :iic. Seco: _t assists the cental health worker: n clarify- 
ing both to thaciserr ■■ ^ and signi ..:zz..Z others, i.e , mental health revi-r-^rrs, just 
what is takinr olac n daily tr^:~£ 

In v '■ r- — ^pt at confcznec :3rvices, the model chosen allows for: clari- 
fication of g .a rhe four spe^f-. - _^roa3 already discussed - behavior, social- 
ization, coEn; - - -id, and pre-arae —-3. In naive terms then, this might: appear as 
the areas of :-or and socialinav j r ; reflecting treatment issues and the areas 
of communicate -d pre-academics, reflecting a broad traditional educational forum. 



follows: 



It— * ortion of a chile s .l.E.T.P. short tern goals might appear as 



Be vie 



1. To . < e r-jLay materia: 



ipropriately, simulating normal pl 2 y experience. 

2. To - air, without phj cal intervention by adult. 

3, Tc p^rtirlpate verts y and physically in sittingactivities, such 
as «rrk tine and jul.^ and cookie tiu:e 3 without physical intervention 



bv aiult 
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A. To participate verbify and physically in movement activities, such 

as play tii;e, mat ti^e, games, and music activities, without physical 
intervention by adult. 

Socialization: 

1. To initiate minimal movement toward another child. 

2. To participate in a verbally directed sharing activity. 

3. lo participate in interactive play with another child. 

Communication: . ■ J. - 

1. To use simple word sequences to command, question, or request of 
another child or adult, in ways acceptable to classroom procedures. 

2. To use words to share minimal information with an adult. 

3- To describe simple tangible characteristics of both self and others. 

4. To use words spontaneously, to share" minimal information with another 
child. 
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Pre-academics : 

1. To recognize pictures that are the sace and =es that are different. 

2. To count , with one-to-one correspondence , to ten. 

3. • To perform eye-hand coordination activities true 5 year level. 

A. . To recognize symbols, numerals and written v<rrd=, that are the same 
and ones that are different. (Wood, 1975). 

REFERRAL AND ASSESSMENT 

The administrative end of any agency generally in-; -es a complicated 
network of paper work and procedures. Attempting to uadersr-- J and implement one 
agencies methods often presents a major hurdle in and of itnelf. This hurdle is 
heightened when trying to combine and utilize the methods of ..jai agencies. The 
goal is to maintain the critical components of both groups -ezhods, yet, combine 
procedures in such a way as to eliminate duplication of efrnrcs. This involves 
the relinquishing of some power; and autonomy on both sides as steps are made toward 
an efficient > cooperative system. 

The referral and assessment process of the menta . health agency, and the 
school district is an e-enple of such a system. After ini :iel experimentation and 
struggles, the Tacoma Prczram has developed a coordinated -nd sequential process 
for referral, assessment, and the development of the individualized education/ 
treatment program (I.2.T.?.). This process progresses as rollers: 

1. Child Study and Guidance Clinic Intake and application, and Tacoma 
Public School referral for educational planning. At- this time, th£ 
agencies also exchange confidential information release forms. 

2. Clinic assessment - including evaluations bj one or more of the 
following: Social Worker, Psychiatrist, Psychologist, Occupational 
Therapist, Communication Disorders Specialist. 

3. Clinic disposition - assessment information reviewed, and treatment 
plan formulated. 



A. 



Parent sharing, to include Director of School Social Work, and Day 
Treatment Team Coordinator. 



5. Registration with the schools; completion of the I.E.T.P. Part I - 
including treatment plan, necessary support services, and long tern 
goals. 

6. Student begins educational day treatment. 



7. Completion of the I.E.T.P, , Part II - two weeks after student begins 
program includes short term objectives based on the Developmental 
Therapy Objective Rating Form (DTORF). 



FAMILY INVOLVEMENT 



In addition to direct services to tha child in day treatment, services tc 
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the rest cf the family ar^ f ten necessary to affect treatment on a comprehensive 
"basis. In the Tacoraa prog :u this is accomplished through several different 
modalities. The respon~ib ty for service is shared by both the mental health 
staff and the educational ::rr_£f. Every center has different amounts of time, energy 
and monies to carry out — e comprehensive plan involving the entire family. How- 
ever, it is these author rinion that a child's growth in the day treatment setting 
can, to a large degree," ~„. _-_^sured by the support and involvement of other family 
members. 

Home visits crcur on an every other week basis and are carried out jointly 
by the teacher and ChiLirsTs Mental Health- Specialist. The direction of these visits 
is primarily sharing clss progress, discussion of classroom goals, and materials used 
to reach goals. This provides parents with continual feedback and allows the teacher 
and Children's Mental Health Specialist to provide support as to how parents might 
best work with their ch-ild. 

Classroom observation and parent participation axe encouraged as another 
modality* This involves the team coordinator observing treatment through an ob- 
servation window, and Trrcviding feedback to the parents regarding -staff approach. 
This is also a tine in vrLXch behavior and performance can be compared between school ■ 
and home. Following a short observation period the parent might then move into the 
classroom assisting as ^ support teacher. This allows for hands-on participation. 
Such an observation and participation time might involve: 15 minutes observation; 
30 minutes classroom participation; 15 minutes debriefing between parent and team 
coordinator. 

An other co— only used modality is family or individual therapy. This is 
carried out by the tea- coordinator. Treatment goals are set dependent on family 
needs but for the most: part are designed to examine the family system as a whole. 
Family or individual treatment is often necessary prior to a family becoming suppor- 
tive cr£ the comprehensive plan of the program, or willing to carry out suggested 
structure at home. 

Additional treatment that is scheduled outside of the child's treatment 
should be attached to the I.E.T.P. This is another way of providing for sharing 
among program providers as well as keeping parents attune to a comprehensive plan. ' 

As discussed earlier, this shared model is not thought to be the only 
workable option for combined services. In choosing an alternative model, there 
should be a process for identifying goals to service the following purposes: 

1. Clarifying to parents what mental health and educational processes 
are happening with their child. * 

2. Clarifying for administrative personnel just what goals the workers! 
are attempting to attain, 

3^ Clarifying to staff specific goals set for each child, thus allowing 
educational and mental health staff .to exchange ideas and attempts 
at meeting goals. 

CONCL USION 

It can be expected that as service populations drop in age, the cost and 

erJc l.o ■ 
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extent of services will increase; due at least in part, to the increased staff-child 
ratio. Such service and financial responsibilities may best be accomplished with 
the use of combined agency involvement. The effect is shared financial and staff 
responsibility, as compared with the contract model, in which education and treatment 
responsibility is taken over by another agency. 

This paper has been an attempt to describe one example of a combined agencv 
effort for service to children with serious emotional needs. Elements of the program, 
which have been outlined include: 

1. The need for selection of a model. 

In a combined effort, it is necessary to have a framework, from which • 
staff froa various agencies can operate. This should be a model that staff from the 
involved agencies agree upon. 

2. Components of an appropriate model. 

The process of the chosen model should be well outlined- The model shouid 
define an approach, delineate staff roles, identify a process for goal setting and 
growth measurement and provide for program evaluation. 

3. The administrative component. " • ■ 

The adninJ.*trative bodf.es all agencies involved, need an identified pro- 
cess for the sharing of administrative responsibilities. This includes the combining 
of as many paper vork trials as possible, in order to eliminate duplication of effort. 
The program tine lines need to be ascertained, in order to avoid the conflict of some 
bv !;:ets running 9 months and others 12 months. 

Provision of services to the preschool child adth serious . emotional needs 
presents educators and therapists with a znulti-facited programming challange. These 
children may exhibit behaviors ranging from extremely withdrawn, to highly aggressive, 
and acting out. In addition, cognitive development may range from significantly 
delayed to gifted* Services to this difficult to program population necessitates *. 
extensive planning, utilizing a multi-disciplinary team. The needs of these young 
children and their families, will best be met by the combining of existing commun- 
ity services in conjunction with public school efforts. 
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